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Fig. 2. A, Two buttons arc placed over the arterial imb, one over venous limb of AVG with 
0-prolene suture firmly tied over the button to control bleeding at rupturcd infectcd 
pseudoaneurysm in the arm. B, Sutures removed 24 hours after AVG occlusion. Note no skin 
necrosis or hematoma. 
of unstable patients. In the era of cost-conscious health care 
delivery systems, percutaneous AVG ligation is highly 
recommended both for convenience and for life-threaten- 
ing situations. 
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Increasing the sensitivity of  the diagnosis of  chronic 
venous obstruct ion 
To the Editors: 
Differentiation of the relative roles of venous obstruc- 
tion versus valvular incompetence in established postphle- 
bitic syndrome can be difficult. We describe a simple 
method for improving the sensitivity of venous pressure 
measurements a used to diagnose the presence of ob- 
struction. 
CASE REPORT 
A 39-year-old woman had a 2-year history ofpostphle- 
bitic syndrome, manifest by severe lower-leg and thigh 
cdcma, chronic skin changes, and a small medial ulcer 12 
years after a postpartum iliofemoral venous thrombosis. 
Venography revealed recanalized, incompetent femoral ves- 
sels with partial iliac venous obstruction (Fig. 1). Simulta- 
neous resting femoral venous pressures were low and equal, 
both 7 mm Hg. Because of thigh edema, the iliac obstruc- 
tion was believed to be more significant han valvular 
incompetence, despite normal pressures. 
At surgery, femoral pressures were again found to be 
equal. Intraarterial papaverine (30 mg) was injected into 
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Fig. 1. Preoperativeascendingphlebogramshowsleftiliac 
venous obstruction with collateralization. 
both femoral arteries to increase limb blood flow. Within 30 
seconds after left-sided injection, left femoral venous pres- 
sure rose from 7 to 21 mm Hg. By contrast, femoral venous 
pressure on the right remained at 7 mm Hg after ight-sided 
injection. 
A venous bypass was constructed with an 8-mm exter- 
nally supported expanded polytetrafluoroethylene conduit 
from the common femoral vein (end-to-end) tothe inferior 
vena cava. 1 After completion (Fig. 2), papaverine was again 
injected into the left femoral vein; there was no change in 
venous pressure. Valvular incompetence was not corrected. 
Her graft remains patent at 6 months by duplex ultrasonog- 
raphy, with excellent symptom control and full healing of 
her ulcer. 
DISCUSSION 
A common quandary in the evaluation ofpostphlebitic 
syndrome is whether valvular incompetence or venous 
outflow obstruction is responsible for symptoms. Classically 
thought to be rare, obstruction may in fact be present in as 
many as a third of patients with severe postphlebitic 
symptoms. 2'3 A venous pressure gradient between sides is 
diagnostic, but patients with abnormal results of phlebo- 
grams and disabling symptoms may have normal resting 
pressures, which suggests the existence of collateral vessels 
that are sufficient o meet resting, but not ambulatory, 
flow? '4 In a manner analogous to arterial claudication, there 
Fig. 2. Postoperative ascending phlebogram shows patent left femoral-to-caval venous bypass. 
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may be no pressure gradient and no symptoms at rest, but 
a significant pressure gradient and associated symptoms 
when flow is increased by ambulation (Grade II venous 
obstruction) 4 
Proximal blood pressure cuff occlusion s and exercise 3 
have been described as methods to increase limb blood flow 
in this situation; both are relatively cumbersome. Intraar- 
terial papaverine is a direct, convenient method of repro- 
ducibly increasing limb flow. Despite the presence of equal 
resting pressures, uspicion for obstruction was high in this 
patient. The finding that papaverine-induced hyperemia 
increased venous pressure by 300% (in the absence of 
contralateral change) unmasked the diagnosis of venous 
obstruction, allowing the performance of venous bypass 
rather than valve transposition r repair. 
This method could easily be performed in the outpa- 
tient setting to improve the identification of otherwise 
occult proximal venous obstruction. Our observations 
suggest that some patients with ambulatory complaints but 
no pressure gradient at rest will prove to have a hemody- 
namically significant obstruction when increased flow in the 
limb is pharmacologically produced. 
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Compression of the descending duodenum after 
reconstruction of infrarenal aortic aneurysm 
To the Editors: 
The reported incidence of duodenal obstruction after 
infrarenal ortic aneurysm repair anges from less than 1% to 
2.5% 1-s and is always located in the third or fourth part of the 
duodenum. To our knowledge, this is thc first report of an 
obstruction of the second (descending) part of the duode- 
num that occurred after reconstruction f an abdominal 
aortic aneurysm. 
CASE REPORT 
In June 1995, a 89-year-old man with a 6-cm abdomi- 
nal aortic aneurysm was admitted for surgery. A Dacron 
Fig. 1. Upper gastrointestinal contrast study shows stom- 
ach (S) and intraluminal fi ling defect (arrow) of the de- 
scending duodenum (D). 
bifurcation graft was placed infrarenally, and the postopera- 
tive course was uneventful. The patient was discharged from 
the hospital on the 15th day after surgery. Two weeks later 
he developed pain in the back, nausea, and vomiting. He 
was admitted to our hospital, and examination revealed a
mechanical ileus. A nasogastric tubc was inserted, and the 
patient received total parenteral nutrition. Gastroscopy 
revcaled asubmucosal tumor of the descending portion of 
the duodenum, and upper gastrointestinal contrast series 
confirmed an intraluminal filling defect (Figs. 1 and 2). 
Computed tomography demonstrated no connection be- 
tween this tumor and the Dacron graft. After 3 weeks of 
persisting obstruction, the patient underwent exploratory 
laparotomy. A large retroperitoneal cyst adhered to and 
compressed the descending duodenum. The cyst wall was 
opened and blood clots were evacuated. After surgery the 
patient made a rapid recovery, and no further complications 
were reported at follow-up. 
DISCUSSION 
According to Crowson et al.x the overall rate of 
gastrointestinal complications after infrarenal aortic aneu- 
